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Abstract
Over 46 million adults in the United States (U.S.) live with a mental illness. Locally in
Nevada, the psychiatrist to patient ratio is approximately 700:1, and patients are seen primarily in the
inpatient setting, if seen at all, due to the wait average of 85 hours in the hospital emergency rooms
for access into mental health hospitals or specialty units of a general hospital. Moreover, costs for
mental health mood disorders alone are estimated at over seven million dollars annually. The Institute
of Medicine (IOM) opined the need for change in healthcare to redesign practice and clinical
communication with patients in all healthcare settings; however, more is still needed in mental health.
Therapeutic communication is essential to meet the patient's physical and psychological needs while
establishing the nurse-patient trusting relationship. Clinical outcomes in mental health settings remain
poor, with non-therapeutic communication resulting in poor patient outcomes. A leading cause of
inadequate treatment includes non-therapeutic communication during pre- and post-discharge
treatment.
It is not well described in the literature what role nurses play, nationally or locally, in ensuring
the safe transition of mental health patients from an emergency room to a specialty unit. Mental
health nurses are expected to complete clinical assessments on admitted clients, including effective
therapeutic interpersonal communication techniques and psychosocial intervention skills to provide
safety, trust, collaboration with rapport, respect, genuineness with the caring emphasis, and empathy.
Nurses may be able to decrease adverse events within mental health settings, in part, by practicing
therapeutic communication; unfortunately, evidence shows that nurses are often unprepared in mental
health to incorporate therapeutic communication and relationship building among their patients.
Expected knowledge of, and competence in therapeutic communication would seem to be a logical
requirement for mental health nurses; however, Nevada's current practice does not require
demonstrated knowledge and competency in therapeutic communication between mental health
iii

nurses and patients in hospital settings. Competency development may guide nurses to develop
critical thinking skills to practice and support psychiatric patients to achieve optimal outcomes.
The lack of required knowledge and competency related to therapeutic communication is the
underlying impetus for this Doctor of Nursing Practice (DNP) project. The purpose of this DNP
project was to develop, implement, and evaluate an educational module for mental health nurses and
staff to improve knowledge and competency in therapeutic communication with their patients. The
TeamSTEPPS® Program was adapted to develop a mental health-specific educational module
focused on therapeutic communication to accomplish this purpose. The educational module was
implemented online due to Covid-19 Pandemic, and this intervention was evaluated using four
previously validated TeamSTEPPS® instruments.
Fifty-two participants were included in this project. Results indicated a statistically significant
change in knowledge and competency pre- compared to the post-intervention with the educational
module. Based on the results of this project, one may conclude that implementing additional mental
health education for nurses may improve their knowledge and competency related to therapeutic
communications with their patients, as was demonstrated in this project.

Keywords: mental health, therapeutic communication, de-escalation, safety, communication, inpatient,
outpatient, mental health and communication, psychiatric nursing, teaching, learning,
TeamSTEPPS, adults, and children
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Improving Therapeutic Communication in Mental Health Nursing:
A Quality Improvement Project
Chapter I
Approximately 46.6 million (18.9%) adults in the United States (U.S.) live with a
mental illness (NIMH, 2019). The Ambulatory and Hospital Care Statistics Branch
(NHAMCS, 2016) completed a survey reported by The Centers for Disease Control (2017),
which estimated 5.5 million adults in the U.S. had visited the emergency rooms with mental
disorders, behavioral, and neurodevelopmental, as the primary diagnosis. Emergency room
protocols are required to stabilize patients and turn over patients to inpatient settings, transfers
to other facilities, according to need, and or discharge if stable (Landreth, Brandenburg,
Gottschalk, CDC, NDMH, & UNLV, 2006).
Locally in Nevada, a psychiatrist ratio is approximately 700:1, and patients are seen
primarily in the inpatient setting, if seen at all, due to the wait average of 85 hours in the
hospital emergency rooms for access into mental health hospitals or specialty units of a general
hospital (Crowe, 2006). It is not well described in the literature what role nurses play,
nationally or locally, in ensuring the safe transition of mental health patients from an
emergency room to a specialty unit, or more specifically, after they arrive at a specialty unit.
Significance
The Institute of Medicine (IOM) discusses the needed change in healthcare to redesign
practice and clinical communication with patients in healthcare settings in The Future of
Nursing: Leading Change, Advancing Health (National Academies Press, 2011). The Joint
Commission (J.C.) (2019) discusses the importance of improving communication in the National
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Safety Patient Goals (NPSG). This J.C. goal is essential because communication among
caregivers needs to collaborate with the team and communicate with the patients therapeutically.
The NPSG was initiated in 2003 and has since transitioned to help prevent sentinel events, but
more is still needed in mental health.
Communication and clinical outcomes in mental health settings remain poor, nontherapeutic communication results in poor patient outcomes for all mental illness, specifically
mood disorders, with 15 percent readmission rates within 30 days of discharge and 22.4 percent
of patients Schizophrenia. Costs for mood disorders are estimated at over seven million dollars
annually. The leading cause of inadequate treatment includes non-therapeutic communication
during pre-and post-discharge treatment (Kalseth, Lassemo, Wahlbeck, Haaramo, & Magnussen,
2016).
Action plans are essential to ensure therapeutic communication is performed, decreasing
the cost to patients and organizations. The World Health Organization (WHO) (2013) includes
four main objectives to the 2013-2020 action plan, including implementing strategies for
promotion and prevention in mental health. The WHO (2013) plan reviews essentials for
vulnerable groups, including education, to manage thoughts, behaviors, emotions, interactions,
determinants, and consequences leading to poor patient outcomes.
Currently, mental health nurses in hospital specialty unit complete clinical assessments
on admitted clients. Clinical assessments include effective therapeutic interpersonal
communication techniques and psychosocial intervention skills to provide safety, trust,
collaboration with rapport, respect, genuineness with the caring emphasis, and empathy. Nurses
may decrease adverse events within mental health settings by completing therapeutic
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communication and listening to them to formulate a care plan with outcomes based on the
established principles. These principles may include listening, offering self, waiting for a
response, eye contact by looking, inclining with interest, nodding when appropriate, and
expressing understanding of the communication.
Problem
Gilje, Klose, and Birger (2007) opine that a critical competency in the mental health
setting is effective therapeutic communication. Patients in the mental health setting often have
maladaptive communication styles that disable their ability to have interpersonal functioning;
therefore, nurses must have the skills to effectively communicate and prevent escalation. The
required communication skills include establishing therapeutic nurse-patient relationships,
influencing effective patient outcomes, providing nursing interventions, and fostering the caring
relationship to apply therapeutic communication (Gilje, Klose, Birger, 2007).
Attainment of competence in therapeutic communication would seem to be a logical
requirement for mental health nurses; however, Nevada's current practice does not require
demonstrated competency in therapeutic communication between mental health nurses and
patients in hospital settings. Competency development may guide nurses to develop critical
thinking skills to practice and support psychiatric patients to achieve optimal outcomes. The
lack of required competency related to therapeutic communication is the underlying impetus
for this Doctor of Nursing Practice (DNP) project.
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Purpose
The purpose of this Doctor of Nursing Practice (DNP) project is to develop, implement,
and evaluate an educational module for mental health nurses and staff to improve knowledge and
competency in therapeutic client-patient communications.
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Chapter II
Literature Review
The World Health Organization (WHO) emphasizes the importance of regular
comprehensive, integrated, and responsive inpatient mental health and outpatient, partial
hospitalization, community-based settings (WHO, 2013). This chapter presents a relevant
literature review, encompassing data associated with mental health nursing training related to
therapeutic communication, TeamSTEPPS®, and other interventions to promote learning related
to therapeutic communication. Primary research and systematic reviews were used primarily in
the development of this chapter.
The Cumulative Index of Nursing and Allied Health Literature (CINAHL), Cochrane
Library Database, Embase, Global Health, Health and Psychosocial Instruments (Hapi), Google
Scholar, Journals@Ovid, Mental Measurements Yearbook, PsychARTICLES, PsycINFO,
PsychiatryOnline, and Pubmed searched using keywords and combination of keywords
including, mental health, therapeutic communication, de-escalation, safety, communication,
inpatient, outpatient, mental health and communication, psychiatric nursing, teaching, learning,
TeamSTEPPS, adults, and children Studies published within the last 15 years were included;
however a few older articles were included for an added historical value.
Associations of Mental Health and Therapeutic Communication: Adults
Myklebust described the therapeutic professional relationship as the key component to
patient recovery and the engagement with exploration that focuses on the care and rehabilitation,
but more importantly, the advanced therapeutic communication skills to interact with the
challenging nurse-patient situations (Myklebust, 2018; Rønning & Bjørkly, 2019). Additionally,
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Verhaeghe (2016) discussed the strong positive correlation between compassion and selfefficacy with job satisfaction and supportive characteristics necessary to decrease inpatient
aggression.
Farooq et al. (2017) examined adult clients with a diagnosis of severe mental illness
promoting support and compliance after discharge from the behavioral health hospital with
follow up incorporating information communication technology (ICT); they found that an
intervention post-discharge is a need and this increased quality of life, but there was no clinical
impact nor an increase in medication compliance. Kauppi et al. (2014) incorporated ICT
utilizing the Monsky Green Adherence Questionaire and an HoNos questionnaire, but their
evidence was inconclusive with unclear limitations. Similiarly, Hamlett, Carr, and Hillbrand
(2016) examined the effect of integrating theories on community psychology, positive
psychology, and recovery-oriented care providing alternative interventions for positive
behavioral change (PBS) in mental illness; they found that PBS was essential to develop patient
plans or treatments utilized in the inpatient setting with a discussion on the academic and
pragmatic training for mental health units studied.
Hunt et al. (2013) compared standard care between settings versus additional components
in a large trial, including psychoeducational material, family therapy, and referral to self-help
groups with interventions. These interventions included integrated and non-integrated models of
care, combined cognitive-behavioral therapy (CBT), motivational interviewing, contingency
management, and skills training; these researchers found no significant differences in the loss of
treatment, alcohol use, substance use, and global assessment in functioning at twelve months
(Hunt et al., 2013). Mallisham and Sherrod (2017) discussed proposed motivational
interviewing and empathy, meaning to patient-centered led treatment using the motivational
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interviewing adherence and competency feedback (MIACF) tool. These tools helped guide
patient-nurse communication and engagement (National Institute on Drug Abuse (NIDA) &
Substance Abuse and Mental Health Services Administration (SAMHSA), 2006, National
Institute of Mental Health. (2019, February). These positive behavior changes based on
therapeutic communication increased opportunities to improve patient care quality and safety
(Mallisham & Sherrod, 2017). In a meta-analysis by Moore et al. (2018), the examined
prevalence of incorporating communication skills showed empathy, emotional exhaustion, and
anxiety in adult patients diagnosed with cancer.
Furthermore, it was concluded that limited evidence for this training had a beneficial
effect on disease and anxiety and improved gathering and supportive relationship building skills.
Conversely, Papagerorgiou, Loke, and Fromage (2017), in a clustered randomized controlled
study including online communication skills training, reflective written report, videotaping face
to face interview, and text messaging, found initial results treatment by healthcare providers
(HCP). Papageorgiou et al.'s results also included treatment adherence. Regarding HCP and
satisfaction with the program, secondary outcomes included global state, service use, mental
state, patient satisfaction, social functioning, quality of life, and reason for leaving the study
early (2017).
Other quantitative and qualitative studies examined adults living in the community and
incorporating collaborative approaches to decrease hospital inpatient admissions with therapeutic
communication and reported effectiveness from therapeutic communication to reduce distress
and influence satisfaction (Reilly et al., 2013; Sciberras & Pilkington, 2018). Valle (2019)
completed a meta-review and commentary on behavioral and experiential approaches and found
that silence deepens psychological understandings of new and increased effective
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communication in interpersonal settings; however, a limitation was the need to intensify research
to acknowledge the significance of transpersonal context.
Teaching and Learning of Therapeutic Communication
Teaching and learning therapeutic communication to healthcare professionals and staff at
organizations and in academia are essential because of the complexity of change with new
information, new environments, the constant influx of patient change, and acuity levels, and
evidence-based practice care required for optimal patient outcomes. Leaders teaching therapeutic
communication must conclude the continual need to learn and be lifelong learners to pass on the
knowledge, skills, and attitudes necessary to practice to the learners emphasizing the intended
student learning outcomes and learner involvement to determine the assessment and evaluation
(Candela, 2016). Considerations need to include innovative ways to capture adult (andragogy)
and children (pedagogy) learned attention to various learning environments (Warren & Whaley,
2005). The benefits of therapeutic communication include professional and goal-directed
communication based on interviewed patients (Halter, 2018). According to Patient and Safety
America (2013), 44,000 people die each year based on preventable medical errors, including
poor communication techniques. The Joint Commission (2012) discusses miscommunication
techniques, and impaired communication is involved in 80% of reported deaths. Effective
communication is not taking place with the patient, which transfers to the insufficient change of
shift reports and assessment.
McKnight (2013) discusses the learning needs assessment and identifies the importance
of the mental health nursing role to develop competency in this specialty in therapeutic
communication for professional learning needs. Bhui et al. (2015) introduced the THERACOM

8

project to improve therapeutic communication between black and minority but proves that
effective communication and cultural competency are central to the psychiatric nursing process.
Communication is an interactive process between the nurse and the patient or sometimes more
depending on the situation. However, nurses and leadership need to follow evidence-based
practice guidelines outlining the knowledge, skills, attitudes, safety and quality care, and
competency-based curriculum to achieve within the mental health continuum of care
(Mohtsahami et al. 2013; York et al. 2016). It is essential to identify and assess these
competencies to achieve the learning modules' objectives, which guided this educational module
orientation development. TeamSTEPPS® was the teaching and learning strategies approach in
this mental health learning module that assisted with facilitative teaching and learning. This
approach provided cost-effectiveness, knowledge, skills team member improvement, burnout
reduction, and improved efficiency with clinical care with effective therapeutic communication
to all key stakeholders (Wolk et al., 2019). Modules were introduced, targeting therapeutic
communication competence to define psychiatric nursing skills to improve proficiency in the
competencies and tools to overcome barriers. The use of case scenarios, role-playing, video
examples, discussion questioning, and participation, check knowledge pre-and-post quizzes, and
questioning throughout was used to reinforce learning. Guided role-playing with simulation
techniques followed by a reflective debriefing process in groups was used to promote
proficiency, reflection on scenarios, and insight for teaching and learning in practical group
practice sessions. Mental health practice teamwork environments that include various teaching
strategies with role-playing and simulation will increase student participation, self-efficacy, and
caring empathetic abilities in practice to deliver high-quality patient care (Eddy et al. 2014;
Ronning & Bjorkly, 2019). Mental health nurses must build competency in the areas of
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therapeutic communications and relationships during the assessment and clinical practice to
formulate the therapeutic approach in the areas of service user perception that provides a strong
correlation between therapeutic relationship, communication, and its effectiveness (Coyle &
Doherty, 2013; Speers, 2008). Although there are strengths and weaknesses to provide a multimethod approach to communication, its effectiveness involves evidence with evaluation tools.
These evaluation tools involve professionals' interpersonal competence and dynamics of patientnurse communication, positive relationships, and relationship focus as the priority cornerstones
of mental health optimal interventions (Coyle & Doherty, 2013; Mohtashami, J., Salsali,
Pazargadi, Manoochehri, & Majd, 2013; Speers, 2008). Atashzadeh-Shoorideh et al. (2018)
discuss nursing education with an emphasis on knowledge and skills to increase clinical
competence based on applying skills.
Furthermore, before employment, mental health curricula in school are foundations with
limited hospital experience to practice communication skills to maintain proficiency and
medication management, and graduate nurses are not prepared for mental health disorders. These
concerns increase the need for organizational module orientation training for new hires and
refreshers for seasoned nurses. Guimond et al. (2009) have concluded that healthcare providers
and colleagues have discussed the need for communication improvement for the past ten years
due to half of the errors relating to inadequate communication.
TeamSTEPPS®. TeamSTEPPS, developed by The Agency for Healthcare Research and
Quality (AHRQ) and the Department of Defense (DoD, 2007), is an evidence-based practice
(EBP) collaborative approach to improving communication and teamwork. This improvement
among healthcare professionals will be integrated into this mental health educational learning
modules (U.S. DHHS, 2016). This plan to implement TeamSTEPPS is necessary for patient
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safety and effective teamwork to achieve optimal performance enhancement strategies to
understand the healthcare team's goals clearly. TeamSTEPPS utilizes competency outcomes
based on patient care healthcare that reviews performance based on leadership, communication,
situation monitoring, and mutual support. This performance-based will encompass the
knowledge of a shared mental model, attitudes to include mutual trust and team orientation, and
performance in safety, adaptability, accuracy, productivity, and efficiency. TeamSTEPPS is
guided by the five principles of team structure to identify the multi-system team system,
communication for precise and accurate exchange, leadership to maximize the member roles and
resources, situation monitoring for assessment and understanding of support and functioning
mutual support for responsibilities and workload. TeamSTEPPS was used to communicate in
several ways such as situation, background, assessment, recommendations (SBAR) technique for
immediate attention and action, call out for critical information, check back to convey sender is
understood by the receiver, hand-off to exchange transitions in care such as with IPASS the
Baton (a) introduce (b) patient (c) assessment (d) situation (e) safety (f) background (g) actions
(h) timing (i) ownership and (j) following plans. TeamSTEPPS tool was used by leadership to
provide practical team leaders responsibilities for effective communication. This effective
communication includes organizing the team, identifying and articulating goals, assigning tasks,
monitoring communication changes, providing feedback, managing resources, facilitating
sharing, encouraging teamwork, facilitating conflict resolution, and dynamic role modeling of
teamwork. Teamwork included sharing the plan, monitoring the plan, reviewing performance,
and debriefing with the brief checklist and situations. Situation monitoring included the
individual outcome and skill and team outcome to be aware of the situation, monitor, and share
results by being aware of what is occurring in steps: the status, team members, environment, and
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progress toward a goal (STEP). The goals included cross monitoring to ensure error reduction
strategies, situational tracking for safety, for example, "I am safe" (a) illness, (b) medications, (c)
stress (d) alcohol and drugs (e) fatigue, and (f) eating and elimination.
Mutual support occurred based on all team members' feedback to improve performance,
being timely, respectful, specific, directed, and considerate. Patient safety included advocacy and
assertion of team members with a corrective action plan based on the concern, problem, solution,
next steps. The following steps consisted of the two-challenge rule to empower and stop the line
if a safety breach exists, including repeating two times, acknowledge concern for the course of
action, and following a chain of command. Furthermore, additional stop the line tools were
included first certain statements such as concerned uncomfortable and safety issue (CUS).
Second, a constructive approach to describe, express, suggest, and consequences (DESC).
Finally, observation or evaluation took place with the team structure, communication, leadership,
situation monitoring, and mutual support. TeamSTEPPS was a useful tool that provided many
strategies for positive outcomes. However, barriers remain, such as inconsistent team members,
lack of time and information, various communication styles, lack of follow up, fatigue,
workload, lack of clarity, and misinterpretation. Teamwork was an essential component of
therapeutic communication. With reduced communication being the leader of sentinel events,
TeamSTEPPS was the framework to follow to improve staff perception of teamwork and
communication with practicality, effectiveness, and cost reduction by initiating a cultural change
to include TeamSTEPPS to nurses in mental health nursing (Clapper, 2018; Gaston et al. 2016;
Goliat et al. 2013; Patient Safety America, 2013).
Studies with nursing students. Nursing students can specialize in psychiatric mental
healthcare and play a role in the future of nursing. Martin et al. (2016) described student
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experiences and the importance of communication skills to assist in the clinical setting but
emphasize the importance of virtual simulation and mental health simulation using standardized
patients and found a decreased anxiety in learning to care for patients with mental health
problems. Sodergren et al. (2017) found incorporating professional competence with knowledge
of nursing skills of application and communication and attitudes improved the quality of nursing.
Robinson et al. (2018) further provided nursing students additional resources such as
TeamSTEPPS® communication concepts in the standard nursing first-semester curriculum. This
high reliability was the learning benchmark consistency of quizzing and ideas threaded into each
semester compatibility was demonstrated with identified study limitations. Eeghen et al. (2019)
reported on screening, brief, interventions, and referral to treatment (SBIRT) to impact change in
knowledge, skills, and attitudes (KSA) and affect substance use problems during online training
to nursing students. This impact found improved curricula and communication techniques in
adults, adolescents, and pediatric clients.
Mental Health and Therapeutic Communication: Adolescents and Pediatrics
Adolescents and pediatric patients interact based on developmental age, creating the
importance of nursing interaction with therapeutic communication, explicitly incorporating the
careful design of questions and conversational mechanisms. Kiyimba and O’Reilly (2017)
studied 28 families utilizing recorded mental health assessments and therapeutic questions: they
found the use of reflective statements promoted engagement and effective communication;
Cohen, Farnia, and Im-Bolter (2013) compared responses of two groups of adolescents and
pediatrics, ages 12-18, on a battery of standardized tests with working memory, higher-order
language (HOLI), and achievement; the diagnoses of the sample included, depression,
hyperactivity, and conduct problems; they concluded that understanding therapeutic techniques,
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including miscommunication and training, is needed; however, the limitations of their study were
that the HOLI had not been studied in youth presenting for mental health without language
impairment. Similarly, Condron et al. (2019) examined children at risk for suicide with methods
of trainees identified and referred to at-risk youth behavior including a question, persuade, refer
(QPR), and applied suicide, interventions, skills training (ASIST). This examination concluded
that healthcare professionals would benefit from the in-depth training to increase therapeutic
communication and asking the right questions; however, there were no psychometric properties
reported for their assessment instruments.
Gaps and Limitations
There were several gaps and limitations identified in the available literature reviewed
above. One of the identified gaps was the lack of data supporting the use of specific therapeutic
communication tools and interventions for the mental health population. While Condron et al.
(2019) utilized the QPR and ASIST for suicide assessment and therapeutic communication,
Eeghen et al. (2019) recommend SBIRT, and Robinson et al. (2018) promoted the
TeamSTEPPS® as interventions, more in-depth evaluations of teaching and learning of
therapeutic communication and required competencies for practice are still needed.
Needs Assessment
Mental health client admission rates have increased steadily over the last decade. This
increased need for education with practice techniques such as therapeutic communication skills
required for safe quality nursing care and achieve optimal outcomes in quality improvement
(WHO, 2013). Due to the current health emergency in the state of Nevada, this project was
delivered entirely online.
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This DNP project plan was needed to construct training, evaluation, culture change, and
the integrated team approach to achieve patient safety, improve healthcare team attitudes, and
improve quality. The TeamSTEPPS framework was followed and individualized for specific
assigned units, including PowerPoint presentation (PPT), articles, interactive discussion sessions,
questions throughout the presentation, unfolding case studies with included videos, role-play,
and group work. Together this was implemented into an educational module with two (2)
continuing education credits (CEU). Based on research and experiences, there is no evaluation of
therapeutic communication competency; therefore, this educational module's need exists.
Summary
The above literature review supports (a) the association between mental health and
therapeutic communication, (b) the increased prevalence of escalation if non-therapeutic
interface used, leading to unsafe milieu's, (c) organizational support for routine communication
skills and screening, and training, (d) teaching and learning strategies and instruments used to
measure the use of therapeutic communication and, (e) the benefits of the Theory of
Interpersonal Relations framework.
While gaps in the literature review exist and are identified, the overall synthesis supports
the need for nurse training and competency demonstration related to standardized therapeutic
communication in mental health nursing for nurse-patient interactions and interviewing.
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Chapter III
Theoretical Framework
This chapter discusses the theoretical framework of Stack-Sullivan (Sullivan, 1968) and
Peplau (Peplau, 1991), which will guide this Doctor of Nursing Practice (DNP) project. Also
presented here are the structured framework approach of nursing behavior and organizational
change implemented through Kurt Lewin's three-step change model referred to as unfreeze,
change, freeze, or refreeze.
Stack-Sullivan’s Interpersonal Theory
Harry Stack-Sullivan's interpersonal theory includes mental health care expertise with
experiences and therapeutic dialogue between nurse and client. This dialogue begins with their
crucial listening skills to complete clinical assessment and prevent patient escalation with
increased admission rates more extended admission stays (Baklien & Bongaardt, 2014). Mental
health client admission rates have increased steadily over the last decade. This increased need for
education with practice techniques includes therapeutic communication skills required for safe
quality nursing care and optimal quality improvement outcomes (WHO, 2010). This quality
improvement evolves with psychiatric practice, therapeutic communication, and interaction
between clients and the healthcare nursing team (Baklien & Bongaardt, 2014).
Peplau’s Theory of Interpersonal Relations
Peplau's Theory of Interpersonal Relations and patient-nurse therapeutic communication
in the mental health nursing milieu is a middle-range descriptive classification theory influenced
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by Henry Stack-Sullivan (Sullivan, 1968), the four critical components of a person, milieu,
health, and human processes.
Person. A person is admitted into the inpatient psychiatric hospital to reduce the stressors
and ineffective coping, including nurse clinical interviewing, treatment team, and daily
therapeutic communication.
Milieu. Milieu includes the stimuli outside of the body, for example, the unit interaction.
Health. Health includes the client's cognitive and mental status, for example, admission
diagnosis and behavioral cues.
Social processes. Social processes such as psychosocial, global assessment functioning,
and community life include support, discharge planning, and needs (Delaney, Shattell, &
Johnson, 2017).
Kurt Lewin's Three-Step Change Model
Kurt Lewin widened the scope of practice by including group dynamics and social beings
to form a bond, opening up change ideas. Kurt Lewin introduced the fundamentals and
foundation of change, incorporating change as three simple steps (CATS):
Unfreeze. Unfreeze is the first step in the change model to prepare nurses or
organizations to break up the existing behavior to rebuild. This next step brings the nurse to the
core of the problem that requires change and emphasizes why change occurs. Factors to consider
are how this step will challenge the nurse's beliefs, dig deeper into the values and attitudes that
define this vital piece to the foundation's building blocks. This phase will need to collapse to
participate in this meaningful change.
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Change. The second step in this change model will allow the nurse to resolve uncertainty
in the behavior and shift to believe that this recent behavior change will allow for a directional
change to help the nurse transition to practice and understand the aspects of recognizing the
benefits of change. This crucial step will require time and communication to help the nurse
connect with a hands-on approach.
Refreeze. The third and final step to change will allow openness and flexibility on the
nurses' part to embrace new ways to be consistent in therapeutic communication and utilize these
skills daily to build confidence and provide comfortability within this new approach. The
celebration of success to change will be necessary during this step to formulate the belief and
encouragement that change will be significant and fruitful to future stakeholders (Cummings,
2016).
Model of Significance
As a model of significance in nursing and behaviors, this change model will help
understand influences to practice today. Lewin's model for change provides the developmental
stages to allow the formulation of a plan and implementation to focus on (1) Lewin's change
model (2) knowledge sharing to implement change (3) nursing or employee involvement of
willingness to change (4) leadership and the organizational approach to the process of change
(Hussain et al., 2016).
Practical steps to facilitating change framework in nursing and therapeutic communication
The practical steps to facilitate Lewin's (Kuhn, 1951) movement unfreeze, change, and
refreeze to place and guide nursing education in the mental health clinical practice settings. This
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exemplar was provided as the framework to apply Lewin's model to evolve and demonstrate the
evidence-based practice (EBP) nursing development efforts. During the workflow of a patient
care day in the clinical setting, the efforts in therapeutic communication were to improve nursing
behavior to change practice attitudes to include direct benefits with how patients were cared for
during the communication process. Titler et al. (2009) discuss the Translating Research into
Practice (TRIP) Model to focus on nursing attitudes and intentions within the unit's social system
to provide advocacy and administrative buy into this practice model. The Lewin model provides
the practical sequential framework of unfreezing, change, and refreezing to planning and
implement the linear foundation to achieve optimal outcomes for nursing and patients with a
collaborative approach for EBP to improve mental health care.
Lewin's change model (Kuhn, 1951) focused on the practical guideline approach to behavior
modification in nursing to work with patients in the mental health clinical setting. The
distinguished three stages were to help and prepare for the desired behavior change (unfreeze),
motivate the change to allow implementation (change), and solidify the behavior change
(refreeze) in a sequential format for optimal achievement of goals to enable therapeutic
communication to take place. The first step in unfreezing with these practical guidelines was to
allow the nurse to understand that change needs to occur with the possible emotions that will
include denial, doubt, and uncertainty. The unknown process's emotions may be a recent
phenomenon if they have not been consistent with this therapeutic communication practice. At
this time, a transition and driving force needed to occur for the second step of change. During a
change in social situations, nursing staff, this balance, and cultural pattern need to be maintained,
removing the friction and allowing the flow of therapeutic communication. Lewin's model
introduces the force field analysis to provide the equilibrium between these forces of positive and
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obstacles for a favorable change to occur without resistance. At this time, specific conditions or
additions can be introduced, added, or flowed into the process to allow movement with a linear
foundational building block. Keep in mind that during this process, the driving forces must
remain more durable than the restraining effects to help nurses strengthen the force and integrate
the three-stage model towards the desired change of therapeutic communication. Cummings
(2016) suggests analyzing the force field and the situation that will require the communication to
inform the decisions that will allow change to be acceptable. Suc et al. (2009) further include
self-awareness and emotional intelligence to help understand the force field and be present in
driving forces versus retraining forces to keep the equilibrium and communication open. The
practical third steps of refreezing that nursing will use for therapeutic communication change
include the following:
•

Define: the change of therapeutic communication and understand the equilibrium that
needs to take place between driving forces (nurse, patient, and behavior).

•

Mindmap: the positive forces for change (driving force) and obstacles for change
(restraining).

•

Evaluate the driving and restraining force with a Likert scale, from one (weak) to five
(firm) or include the impact that therapeutic communication had on the situation without
numbers if conducive to the situation.

•

Review: forces, including flexibility of communication process with influences on
patients and behaviors.

•

Strategize a plan to strengthen driving forces with higher scores and weaken restraining
forces with lower scores.
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•

Prioritize and plan to achieve change and implement the action steps (Cummings,
2016).
Cummings (2016) further discusses barriers to change, including Likert scores being

subjective based on individuality, which at times will include bias. This model and presented
guide apply to limited settings and mental health situations with therapeutic communication
situations but were managed to meet individual criteria based on author presentation. Nurses
have used Lewin's three-step change model in various continuous improvement change
projects to transform care in the hospital setting, influencing the drive between forces for
change to occur with appropriate planning (Shirey, 2013; Suc et al., 2009; Vines et al., 2014).
Guidance to DNP Project
Peplau’s theory of interpersonal relations was first chosen based on the framework that
assisted and guided HCP’s to understand interactions with patients and form a nurse-patient
relationship to undertake the task of implementing therapeutic communication skills. Second,
therapeutic communication adopted by using the framework of Peplau’s interpersonal theory to
focus on connecting with the patient and bonding with the mind and spirit to maintain the
professional relationship of knowledge, skills, and attitudes needed to assist the patient in
achieving optimal outcomes based on this influence of nurse-patient interaction. Third, the
incorporation of Peplau’s theory helped the HCP use professional knowledge and skills to build
trust to decrease anxiety during the encounter to gain experience used in future interactions.
Lastly, fostering Peplau's interpersonal theory as a framework was used to assist all HCP's
education involved in structure skills and teachings, thus promoting quality improvement and
safety in inpatient care. The nursing theoretical framework identifies four phases in the
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interpersonal relationship, including orientation, identification, exploitation, and resolution
(Delaney, Shattell, & Johnson, 2017).
Harry Stack-Sullivan's interpersonal theory includes mental health care expertise with
experiences and therapeutic dialogue between nurse and client. This nurse-client relationship
begins with their crucial listening skills to gain a complete clinical assessment and prevent
patient escalation with increased admission rates more extended admission stays (Baklien &
Bongaardt, 2014). Mental health client admission rates have increased steadily over the last
decade. The need for education with practice techniques includes therapeutic communication
skills required for safe quality nursing care and achieve optimal outcomes in quality
improvement (WHO, 2010). This quality improvement evolves with psychiatric practice,
therapeutic communication, and interaction between clients and the healthcare nursing team
(Baklien & Bongaardt, 2014).
Kurt Lewin’s changing as three steps (CATS) provided the fundamental approach for
managing change. This approach has provided stability and leads discussions on force field
analysis to remain a powerful tool template to understand, advance, and further develop a plan to
meet the challenges of therapeutic communication in the mental health clinical setting to achieve
positive patient outcomes.
It is essential to note Hildegard Peplau’s Interpersonal Relations Theory, which extended
Harry Stack Sullivan’s Interpersonal Theory to both, was used in mental health nursing to
understand the nurses' behavior and significantly formed nurse-patient relationships. These
relationships in this setting are the modeling foundation of nursing practice to include, in this
case, therapeutic communication. Based on this foundational approach to a necessary change,
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Lewin's three-step model introduced the foundational framework. This framework was
transformed and sequentially appropriately planned to create a dynamic mental health clinical
environment to guide mental health nurses today to use consistent therapeutic communication.

23

Chapter IV
Methods and Procedures
This chapter describes the methods and procedures used for this DNP project, the purpose
of which was to develop, implement, and evaluate an educational module for mental health
nurses and staff to improve knowledge and competency in therapeutic client-patient
communications.
The setting, design, population of interest and sample, instruments, procedures/activities,
data collection and analyses, timeline, key stakeholders, resources utilized, and risks and threats
are described below.
Setting and Design
The setting for this project’s intervention was anywhere a participant chose to view the
online module. The design was a pre-and post-evaluation of knowledge and competency gained
from the online educational module.
The population of Interest and Sample
This project’s population of interest included mental health nurses, mental health
technicians (MHT), and any nurses or senior student nurses interested in therapeutic
communication with their patients. A convenience sample of 50 to 75 was intended. Recruitment
was accomplished via email invitations. Email lists were obtained from the Nevada State Board
of Nursing and the Nevada Nurses Association.
Instruments
The instruments for this DNP project included the, 1) Hospital Survey Patent Safety
Culture ((HSPSC), 2) TeamSTEPPS Learning Benchmark Test (LBT), 3) Teamwork Perceptions
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Questionnaire (T-TPQ), and 4) Kirkpatricks Model (KM) four-level taxonomy of training
criteria. The measurement points for the HSPSC and the T-TPQ was at pre-intervention only, the
LBT was measured at pre-and post-intervention, and the K.M. was measured at post-intervention
only. Each instrument is described below.
Hospital Survey Patent Safety Culture. The primary instrument for this project was the
HSPSC, which measures and assesses safety culture in the areas of (1) patients, (2) medical
error, and (3) event reporting (AHRQ, 2019). The HSPSC also measures knowledge and
readiness for organizational change before the intervention of the educational module (Appendix
1)
TeamSTEPPS® Teamwork Perceptions Questionnaire. The T-TPQ (AHRQ 2017)
measured subjective staff perception of team structure and communication (AHRQ, 2014;
Gaston, 2016). The T-TPQ included 35 questions with a five-point Likert Scale ranging from
strongly disagree to agree strongly. The instrument comprises five domains, including team
structure, leadership, situation monitoring, mutual support, and communication (AHRQ 2014)
(Appendix 2).
TeamSTEPPS Learning Benchmark Test. The LBT measured staff knowledge
(AHRQ, 2014; Gaston et al., 2016). The LBT consists of 23 multiple-choice questions, with each
question worth 4.33 points on a 100-point scale (Appendix 3).
Kirkpatrick Model. The K.M. is a four-level taxonomy of training criteria used as a
final evaluative instrument of the educational module. The criteria included (1) Level one:
reaction to training that provides for satisfaction and assessment of the educational module, (2)
Level two: Learning and post-education changes in knowledge, knowledge retention, and skills,
(3) Level three: transfer of learning to behavior and applied to work environment, and (4) Level
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four: results and outcomes achieved based on transfer. It was assumed that if levels one through
three are achieved and successful, level four will transform change in safety culture and learned
behaviors. This instrument was scored according to AHRQ guidelines of percent of positive
mean responses into a composite score. (AHRQ, 2019; Kirkland Partners, 2009-2020) (Appendix
4).
Procedure and Activities
The University of Nevada, Las Vegas Institutional Review Board (IRB) approved this
project as excluded’ (Appendix 7). Following IRB approval, the educational module (i.e., the
intervention) was developed, and project activities and instruments were inputted into the
Qualtrics online application. Consent was obtained from participants on the first page of the
Qualtrics. Following consent and before viewing the module, participants provided their
demographic information (Appendix 5) and completed the HSPSC, LBT, and T-TPQ. After
viewing the module, they completed the LBT, K.M., and the program evaluation (Appendix 6).
Data collection and analyses. Demographic data included credentials of the nurses,
senior student nurses, and MHTs, gender identity, age, years of experience, psychiatric
experience, work status, nursing program demographics, level of education, and current specialty
status (Appendix 5).
The SPSS® version 27 statistical package was used to analyze all project data.
Descriptive statistics (mean, standard deviation, median, frequencies, and percentages) were used
for demographic and program evaluation data. Any pre- post-intervention scores were analyzed
with a paired t-test.

Timeline. The timeline for this project from proposal to completion was

as follows:
•

April 2020 – Project proposal defense
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•

June 2020 – IRB approval for exemption

•

June 2020 – Development educational module content

•

June 2020 through December 2020 – Project implementation/data collection

•

December 2020 – Project evaluation/dissemination of results

•

January through March 2021 – Project finalization and defense

Key Stakeholders
The identified stakeholders included the nurses, MHTs, the behavioral health hospital,
CNO,
patients (who are recipients of care), and every staff member that interacts with patients.
Resources
The resources utilized for this DNP project included access to the Qualtrics application
and email lists; no cost was incurred for either.
Risks and Threats
A primary threat to this project was the possible lack of participation and completion
attendance of the project’s requirements; therefore, 2.0 hours of continuing education credits
were offered as an incentive to participation and completion. The provider for the recognized
continuing education certificates was the Nevada Nurses Association.
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Chapter V
Results
The purpose of this Doctor of Nursing Practice project was to develop, implement, and
evaluate an educational module for mental health nurses and staff to improve knowledge and
competency in therapeutic client-patient communications; this purpose was achieved. This
chapter presents the project’s results including, the sample demographics, project instruments,
and the participants' evaluation of the project’s module.
Sample Demographics
Sixty-seven possible participants responded to the project’s 5,074 invitations. Fifteen of
the 67 did not complete all the project requirements and were excluded from all analyses
resulting in a final sample of 52 (N = 52). The majority of responding participants were female
(92.3 %) and worked in mental health (82.7%). Table 1 presents a detailed description of this
sample's characteristics.

Table 1: Sample
Sample Characteristics (N = 52)
Age
Mean/S.D.
Median
Mode
Min
Max

41.5±8.8
41.0
40
21
74

Mean/S.D.
Median
Mode
Min

15.7±8.4
15
15
0.25

Years as a Nurses
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Sample Characteristics (N = 52)
Max

53

Frequency

Percent

Gender
Female
Male
Non-binary

46
5
1

92.3
5.8
1.9

Full-time
Part-time
Per-diem

50
1
1

96.2
1.9
1.9

Primary Workplace
Inpatient (Hospital or Nursing Facility)
Outpatient
Academia

43
1
7

82.7
1.9
13.5

United States
Other

51
1

98.1
1.9

Level of Education (Nursing)
Associates
BSN
MSN
DNP
PhD

4
16
28
1
3

7.7
30.8
53.8
1.9
5.8

Level of Education (Non-Nursing)
High School
Associates
Bachelors
Masters

9
34
8
1

17.3
65.4
15.4
1.9

Mental Health (Years of Experience)
0-1
1-5
10 plus
5-10
Not Applicable

3
5
19
19
6

5.8
9.6
36.5
36.5
11.5

43
7
2

82.7
13.5
3.8

Employment Status

Country of Education

Work on Mental Health Unit
Yes
No
Sometimes
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Sample Characteristics (N = 52)
Nursing Specialty
Generalist
ICU/ER/Stepdown
Medical Surgical
Mental Health Nursing
Not Listed
Pediatrics

2
4
1
41
2
2

3.8
7.7
1.9
78.8
3.8
3.8

11
38
1
2

21.2
73.1
1.9
3.8

Hospital System
HCA
Other: Student or not specified
Prime Health Care
UHS

Instruments
Hospital Survey Patent Safety Culture
The HSPSC survey included 42 items on a 5-point scale ranging from strongly agree “5”,
agree, neutral, disagree, to strongly disagree “1”). Five subscales were evaluated, including
safety, leadership, communication, reporting safety events, and therapeutic communication.
Figure 1 represents the percentage of positive responses measured as agree or strongly agree with
each of the subscales' answers.
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Figure 1

Positive Perceptions on the HSPSC
0.9
0.8
0.7

Percent

0.6
0.5
0.4
0.3
0.2
0.1
0
Safety

Leadership

Communication

Reporting

Communication

HSPSC Subscales

Teamwork Perceptions Questionnaire (T-TPQ)
The T-TPQ included 35 items grouped into five subscales with seven questions in each.
Responses were ranked on a 5-point scale (strongly agree “5” to strongly disagree “1”). Five
subscales were evaluated including, team-function (supervisor or manager), leadership,
communication team, situation monitoring with staff, mutual support with staff, and
communication. Figure 2 represents the percentage of positive responses measured as agree or
strongly agree with answers for each of the subscales’ items. Of note, negative perception
responses of 46% for hand-off and 50% for seeking information were included in the
communication subscale resulting in an overall lower score than the other subscales.
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Figure 2

Percent

Positive Perceptions on the T-TPQ
1
0.9
0.8
0.7
0.6
0.5
0.4
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0.1
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Team Function

Leadership

Situation Mutual Support Communication
monitoring

T-TPQ Subscales

TeamSTEPPS® Learning Benchmark Pre and Post Assessment
TeamSTEPPS® Learning Benchmark consisted of 23 questions measuring knowledge
and competency pre-and post-intervention related to communication, teamwork, patient quality,
and safety. There was a significant improvement in knowledge and competency noted in the
post-measurement (t = -11.68 df =51 p = 0.000*). The scores were aggregated and reported as an
overall group score. Figure 3 presents the comparison of the pre-and post-knowledge and
competency scores.
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Figure 3
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Kirkpatrick Model of Training Criteria
All of the project’s measures aligned with the Kirkpatrick Model of Training Criteria
including, (1) reactions with the satisfaction and evaluation of the presenter; (2) learning with the
TeamSTEPPS® learning benchmarks (knowledge) and TeamSTEPPS® teamwork perceptions
questionnaire (T-TPQ) and hospital survey on patient safety culture (HSPSC); and (4) results
providing the outcomes and clinical process measures included in the HSPSC.
Program Evaluation
The project's overall rating was all positive, with just over 90% of the participants
consistently rating the evaluation items as agree or strongly agree; there were no disagree or
strongly disagree ratings. Table 2 presents program evaluation results.
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Table 2 Program Evaluation

Summary
Results describing the sample and each of the project’s instruments were presented in this
chapter. The participants' perceptions were primarily found to be positive and significant results
were demonstrated in the pre- post-intervention measures. All project measures were consistent
with the Kirkpatrick Model of Training Criteria, and the program’s evaluation ratings were
positive.
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Chapter VI
Discussion and Conclusion
This chapter presents a discussion of this project including clinical relevance, discussion
of HSPSC, T-TPQ, TeamSTEPPS® Learning Benchmark Pre and Post Assessment,
Kirkpatrick’s evaluation, satisfaction and evaluation of presenter, limitations, threats, and
barriers, the potential for sustainability, implication for practice, dissemination of results, and
suggestions for further research.
Clinical Relevance
Due to the alarming mental health statistics of growing trends with increased rates of
mental illnesses and substance use disorders, which was also negatively impacted by the
COVID-19 pandemic, it is more critical for anyone with health challenges to seek mental health
treatment. These mental health challenges need to explore and meet healthcare providers' current
and future preparedness to communicate therapeutically in 2021 (NIMH, 2019). The educational
module (Appendix 8 and 9) on therapeutic communication in mental health has provided an
innovative approach through online Qualtrics to self-assess learning and knowledge focusing on
safety, communication, culture, and teamwork, providing a two-part educational module
fostering learning with application activities through case studies and SBAR examples for mental
health nurses, students, and MHT's. The online educational module for therapeutic
communication in mental health has demonstrated success in increasing knowledge and
competency as well as bridging the gap between theory and clinical for the sample in this DNP
project.
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While the need to improve therapeutic communication in mental health nursing is the
essential ingredient to recovery building, patient rapport, and developing the nurse-patient
relationship, therapeutic communication skills are the foundation for understanding. This
foundation of understanding others, explaining feelings, and listening to emotions, will bring the
healthcare team's full attention to empathize, show caring, and be mindful of others. Preparing
staff to communicate with patients who have mental illness therapeutically will help speed both
mental and physical recovery decreasing financial costs for the length of stay (U.S. Department
of HHS, Ambulatory and Hospital Care Statistics Branch, CDC, 2016).
Hospital Survey on Patient Safety Culture (HSPSC) Discussion
The Hospital Survey on Patient Safety Culture supports the improvement of quality
healthcare consisting of patients, nurses, leaders, and policymakers to make informed decisions
(AHRQ, 2018; Sorra, Gray, Streagle, et al., 2018). Safety culture is defined as "values, attitudes,
perceptions, competencies, and patterns of behavior that determine commitment and proficiency
while characterizing communications built on trust, safety, and confidence in preventative
measures" (Sorra, Gray, Streagle, et al., 2018, p. 6). The HSPSC was used to raise awareness,
assess patient safety in communication, evaluate the impact of patient safety, and compare across
mental health organizations. HSPSC was used for all staff types, including clinical and nonclinical, with direct and in-direct contact and interactions with patients based on the unit of work.
These data can be used on units and compared between hospitals with submission to AHRQ
HSPSC Comparative Database for a more precise analysis to improve the quality of
communication and patient outcomes in the future.
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Teamwork Perceptions Questionnaire (T-TPQ) Discussion
The TeamSTEPPS® Teamwork Perceptions Questionnaire (T-TPQ) was administered
for this DNP project as a standalone measure. In the future, it could be administered to compare
team skills and safety culture in the HSPS or evaluate teamwork training as a pretest and
posttest. The analysis of results includes a combination of units and organizations to evaluate
communication perceptions (TeamSTEPPS®, 2017). This change in communication scores can
interpret these results and assist with change of performance and education to plan for an
increased longitudinal approach with a follow-up test and recommended pretest and posttest
based on training.
TeamSTEPPS® Learning Benchmark Pre and Post Assessment Discussion
Communication is a critical component for quality improvement and patient safety with
optimal outcomes. The utilization of TeamSTEPPS® 2.0 training as a guide will foster effective
communication to strengthen collaboration between healthcare professionals and patients
(TeamSTEPPS®, 2019). In this quality improvement DNP project, therapeutic communication
was evaluated using the TeamSTEPPS® Learning Benchmark pretest and posttest assessment,
which revealed an improvement in communication among the participants after the completed
online educational module. There was a total of 52 participants who completed the pretest and
posttest assessment. Many of the presented questions were common knowledge; however, the
educational module's content delivered additional newly learned knowledge about therapeutic
communication in the mental health specialty.
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Kirkpatrick Model of Evaluation Discussion
The Kirkpatrick Model of Evaluation was used for evaluating training programs and
broadened the design of any program evaluation (AHRQ, 2014; TeamSTEPPS®, 2019). The
four (4) levels: (1) reaction, (2) learning, (3) behavior, and (4) results are valuable to evaluate the
user activities. The author of this DNP project confined the efforts to levels one (1) and two (2)
due to increased complexity with levels three (3) and four (4), in addition to available time
constraints of this online educational module. First, level one (1): the reaction is the most
common type of evaluation used today at the end of presentations, workshops, and participant
experiences (AHRQ, 2014; TeamSTEPPS®, 2019). The weakness with level one (1) is that it
does not maximize the educational training module's impact and does not show achieving
performance or objectives. This online training experience delivered the survey through
Qualtrics, but it directly into the eLearning experience with a rating scale of strongly agree "5" to
strongly disagree "1" with the satisfaction of what they learned. Besides, this area included the
recommendations of this training module and confidence with objectives and applying learned
knowledge to future practice. Information is collected initially with reaction to training, but least
valuable with decisions to revise educational modules. Second, level two evaluation is part of the
assessment of this educational training, which was included in the multiple-choice Learning
Benchmark pretest and posttest survey to decide baseline and after training experience.
Additional skills that can be added in the future require a minimum percentage score of 80% to
receive certification posttest and in-person follow-up with the trainer to formally review
knowledge and cognitive skills with physical skills measured with direct observation and
interviewing role-play.
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Satisfaction and Evaluation of Presenter Discussion
The program evaluation demonstrated that the information presented provided enough
support to meet the objectives of the project and the effectiveness of the presenter. Completing
the online educational module provided two (2) continued education units (CEUs) for the 52
participants.
Limitations, Threats, and Barriers
Implementing this sustainability online educational module for therapeutic
communication in mental health nursing encountered minimal barriers because this educational
module origination was face to face (F2F) and changed due to the COVID-19 pandemic in
Nevada. The mandated restrictions of COVID-19 required changes to the implementation of the
project and newly acquired deployment design, including Qualtrics. This project's author's
inability and limitation to meet in person provided distant communication through email and
phone with untimely responses from organizations during COVID-19. The timing of this project
with COVID-19, the length of time required for many questions within the module, and the
mental health specialty was a barrier to incorporating participants. The author met with leaders
of organizations with partnerships to promote the module. However, due to timing, this was not a
priority and lacked support from the administration, but future consideration was stated.
Additional barriers included the lack of available student use due to limited use of classes.
However, additional academic faculty was sent out for future use in future semesters for clinical
hours and increased knowledge with CEU attainment. Lastly, due to project and end of semester
project roll out after clinical has ended and classes were finalizing, staff time was unavailable for
additional work but stated future availability.
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Addressing the Problem Reviewing Literature and Theory
The problem is that therapeutic communication is the most challenging task for healthcare
professionals to master and often struggle to establish a nurse-patient therapeutic relationship
required to gain trust and cooperation (Gilje, Klose, & Birger, 2007; Myklebust, 2018; Verhaeghe,
2016). Validating, acknowledging, understanding, and accepting a client’s feelings through
expression is the first step to creating that needed relationship for quality care and optimal patient
outcomes (AHRQ, 2014; AHRQ, 2017; AHRQ, 2019; AHRQ, 2020; Goliat et al., 2013; Guimond,
Sole, & Salas, 2009). At the same time, the author prepared this educational module to guide
healthcare and impact the future of nursing with caring therapeutic nurse-patient relationships.
While continued monitoring and well-designed evaluations are critical to the success of eLearning,
implementation evaluations and modules informed the author about the strengths and weaknesses
of the educational module to indicate activity and input change. Providing new opportunities to
revolutionize education, providing new learning opportunities no matter location for all to access.
According to Sullivan (1968), who developed the first "milieu or therapeutic community,"
interaction among patients involved with practicing inter-personal skills cooperating with
healthcare professionals will increase meaningful relationships providing safety and improving
patient outcomes (Baklien & Bongaardt, 2014). In comparison, Peplau's nurse-client relationship
remains in practice today with modification to include tasks and behaviors within each stage to
build the therapeutic relationships with interpersonal relations. These therapeutic relationships
help to understand the nurse-patient interaction with psychiatric nurses being empowered and
accountable for therapeutic interventions in communication to prepare for the healthcare system's
effects (Delaney, Shattell, & Johnson, 2017).
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The author of this project recommends creating new opportunities for valuing the
importance of conceptualization with an application of the practice of communication within this
module to change results in measurable outcomes that make a difference. Lewin is known as the
“father of social change theories” with the recognition of behaviors and actions that assist the
change processes through the three (3) stages of unfreezing, changing, and refreezing (Cummings,
2016; Hussain et al., 2016; Kuhn, 1951; Titler et al., 2009; Vines et al., 2014). These characteristics
were applied for successful change within the educational module through applying the three (3)
stages and force field analysis. The refreezing established the change to put aside old habits of the
community to establish new standards. Change is in thoughts, feelings, and behaviors based on the
presented tools, creating a new level. This project may offer partnerships with mental health
organizations in the future, offering the foundational education module for the therapeutic
communication. Based on the evidence-based practice TeamSTEPPS® communication tools with
the author, this project provided mental health incorporation and revisions created an evaluation
plan for practical evaluation of the educational module in communication for mental health nursing
and specialties.
Potential for Sustainability
The emergence of the TeamSTEPPS® 2.0 (2016) provided a reliable and valid
customized curriculum with generalized evidence-based practice materials that this author
modified and presented to reflect teaching tools appropriate to the mental health specialty
focusing on therapeutic communication need for increased learning, practice, and guidance. Due
to the need to implement therapeutic communication strategies for the mentally ill and the
significant barrier in this area, this project can maintain a safe environment with self-paced
active learning to be taken at any time with a proficiency demonstrated by the participants. This
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newly created educational module may be continually revised by organizations or academic
institutions and updated to reflect the need for additional learning opportunities with continuing
education units and quality improvement for optimal learning outcomes. Since the short-term
launch of this project, sustainability can generate lengthy benefits based on organization needs.
The survey and questions can also be shortened or lengthened depending on learning needs and
time parameters. Furthermore, this project can be sent to AHRQ for review and addition to listed
specialties since mental health is not covered within the TeamSTEPPS® 2.0. The sustainability
with research tools and internal and external stakeholders with evaluation surveys may be
disseminated and considered by organizations and institutions to provide measurement in the
researched areas of therapeutic communication and consistent, safe care for orientation annual
skills fairs and additional clinical hours long-term sustainability.
Implication for Practice
This DNP project provided evidence that therapeutic communication can improve
knowledge and competency in mental health nursing. Furthermore, this educational module can
be easily utilized by all staff nurses, mental health technicians in all inpatient and outpatient
areas during new hire orientation, annual skills fairs with refresher modules, and any additional
times that further education and practice are required. As discussed in the literature review when
therapeutic communication is employed, patients feel trust and the trustful relationship is
promoted.
Dissemination of Results
The purpose of dissemination will continue to raise needed awareness in this area and
inform the participants of needed support to engage with feedback and promote the results. The
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project's messages are clear, targeted, actionable, evidence-based, and repeated in written
documents and audio formats for increased learning (U.S. Department of Defense (DoD) 2007;
TeamSTEPPS®, 2019).
The project's author will link the organization or institution for participant dissemination
and a hard copy in binder form for continued review. In addition to the listed dissemination
methods, the author will continue to target mental health audiences and achieve the purpose of
this educational module by creating awareness with flyers, workshops, reports, potential journal
articles, website transmission promoting the project, and conference presentations to promote
project and outcomes and yield higher engagement levels from stakeholders with innovation
educating the future workforce bridging the gap conquering all barriers in mental health
communication.
Suggestions for Further Research
Therapeutic communication between staff and patients is the key to positive outcomes.
Further research concerning developing and maintaining a good therapeutic relationship is
needed. However, it is difficult to determine how staff can be supported at each organization due
to limitations in evidence-based research in this area and limited statistical significance with
results. Interventions that target specific attitudes towards improving therapeutic communication
and understanding of further nurse-patient interactions may help mental health nursing and
mental health technicians. These techniques and interactions will help develop interventional
models that will build the nurse-patient relationship and improve future methodically robust
studies. These methodically robust studies with statistical significance will help target and align
this critical topic.
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Conclusion
Practical skills in therapeutic communication are essential and considered an essential
therapeutic intervention. Mental health nurses and mental health technicians (MHTs) need to
understand that this crucial component will help them recover quicker with improved quality
outcomes and well-being. Interpersonal communication skills will be used with all patients in
various clinical environments and encounters. These therapeutic communication skills must be
integrated into the work of mental health nurses. These skills will require practice and constant
review with feedback to develop these essential skills.
Increased education and improved evidence-based practice educational modules may
further remove the barriers to knowledge and competency. This educational module, which
incorporated various TeamSTEPPS® tools, led to improvement in the mental health specialty as
demonstrated by improved knowledge and competency. The nature of this project’s evidence
provides clear clinical implications of how mental health nursing staff may develop an increase
in knowledge and competency and maintain communication skills, therefore maintaining
effective nurse-patient relationships.
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Appendix 1
Hospital Survey on Patient Safety Culture (HSPSC)
HSPSCTM Hospital Survey
Version: 2.0
Language: English

Notes

•

For more information on getting started, selecting a sample, determining data collection
methods, establishing data collection procedures, conducting a web-based survey, preparing
and analyzing data, and producing reports, please read the Hospital Survey Version 2.0
User’s Guide.

•

For the survey items grouped according to the safety culture composite measures they are
intended to assess, please refer to the Hospital Survey Version 2.0 Items and Composite
Measures document.

• To participate in the AHRQ Hospital Survey on Patient Safety Culture Database, you must
have administered the survey in its entirety without significant modifications or deletions:
o No changes to any of the survey item text and response options.
o No reordering of survey items.
o Questions added only at the end of the survey after Section F, before the
background questions in Section G.
For assistance with this survey, please contact the SOPS Help Line at 1-888-324-9749 or
SafetyCultureSurveys@westat.com.
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Hospital Survey on Patient Safety (Version 2.0)

Instructions

This survey asks for your opinions about patient safety issues, medical error, and event
reporting in your hospital and will take about 10-15 minutes to complete. If a question does
not apply to you or your hospital or you don’t know the answer, please select “Does Not
Apply or Don’t Know.”
• “Patient safety” is defined as the avoidance and prevention of patient injuries
or adverse events resulting from the processes of healthcare delivery.

• A “patient safety event” is defined as any type of healthcare-related error,
mistake, or incident, regardless of whether or not it results in patient harm.

Your Staff Position
1.

What is your position in this hospital?
Select ONE answer.
Nursing
¨1 Advanced Practice Nurse (NP, CRNA, CNS, CNM)
¨2 Licensed Vocational Nurse (LVN), Licensed Practical
Nurse (LPN)
¨3 Nursing Assistant, Mental Health Technician
¨4 Registered Nurse (RN) in Psychiatric
¨5 Registered Nurse (RN) other specialty
¨6 Student Senior Nurse
Medical
¨7 Physician Asst., Intern, Attending, Hospitalist
Other Clinical Position
¨8 Dietitian
¨9 Pharmacist, Pharmacy Technician
¨10 Physical, Occupational, or Speech Therapist
¨11 Psychologist
¨12 Respiratory Therapist
¨13 Social Worker
¨14 Technologist, Technician (e.g., EKG, Lab, Radiology)

Supervisor, Manager, Clinical Leader, Senior Leader
¨15 Supervisor, Manager, Department Manager, Clinical
Leader, Administrator, Director
¨16 Senior Leader, Executive, C-Suite
Support
¨17 Facilities
¨18 Food Services
¨19 Housekeeping, Environmental Services
¨20 Information Technology, Health Information Services,
Clinical Informatics
¨21 Security
¨22 Transporter
¨23 Unit Clerk, Secretary, Receptionist, Office Staff
Other
¨24 Other, please specify:

Your Unit/Work Area
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2. Think of your “unit” as the work area, department, or clinical area of the hospital where you
spend most of your work time. What is your primary unit or work area in this hospital?
Select ONE answer.
Multiple Units, No specific unit
¨1 Many different hospital units, No
specific unit
Medical/Surgical Units
¨2 Combined Medical/Surgical Unit
¨3 Medical Unit (Nonsurgical)
¨4 Surgical Unit
Patient Care Units
¨5 Cardiology
¨6 Emergency Department, Observation,
Short Stay
¨7 Gastroenterology
¨8 ICU (All Adult Types)
¨9 Labor & Delivery, Obstetrics &
Gynecology
¨10 Oncology, Hematology
¨11 Pediatrics (including NICU, PICU)
¨12 Psychiatry, Behavioral Health
¨13 Pulmonology
¨14 Rehabilitation, Physical Medicine
¨15 Telemetry

Surgical Services
¨16 Anesthesiology
¨17 Endoscopy, Colonoscopy
¨18 Pre Op, Operating Room/Suite, PACU/Post
Op, Peri Op
Clinical Services
¨19 Pathology, Lab
¨20 Pharmacy
¨21 Radiology, Imaging
¨22 Respiratory Therapy
¨23 Social Services, Case Management,
Discharge Planning
Administration/Management
¨24 Administration, Management
¨25 Financial Services, Billing
¨26 Human Resources, Training
¨27 Information Technology, Health
Information Management, Clinical
Informatics
¨28 Quality, Risk Management, Patient Safety
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Support Services
¨29 Admitting/Registration
¨30 Food Services, Dietary
¨31 Housekeeping, Environmental
Services, Facilities
¨32 Security Services
¨33 Transport
Other
¨34 Other, please specify:

SECTION A: Your Unit/Work Area

How much do you agree or disagree with the following statements about your unit/work area?

Think about your unit/work area:

Strongly
Disagree


Disagree


Neither
Agree nor
Disagree


Agree


Strongly
Agree


Does
Not
Apply
or
Don’t
Know


1.

In this unit, we work together as an effective team ................

¨1

¨2

¨3

¨4

¨5

¨9

2.

In this unit, we have enough staff to handle the workload .....

¨1

¨2

¨3

¨4

¨5

¨9

3.

Staff in this unit work longer hours than is best for patient
¨1

¨2

¨3

¨4

¨5

¨9

changes are needed to improve patient safety ........................

¨1

¨2

¨3

¨4

¨5

¨9

5.

This unit relies too much on temporary, float, or PRN staff ..

¨1

¨2

¨3

¨4

¨5

¨9

6.

In this unit, staff feel like their mistakes are held against
¨1

¨2

¨3

¨4

¨5

¨9

person is being written up, not the problem ...........................

¨1

¨2

¨3

¨4

¨5

¨9

8.

During busy times, staff in this unit help each other ..............

¨1

¨2

¨3

¨4

¨5

¨9

9.

There is a problem with disrespectful behavior by those
¨1

¨2

¨3

¨4

¨5

¨9

¨1

¨2

¨3

¨4

¨5

¨9

¨1

¨2

¨3

¨4

¨5

¨9

¨1

¨2

¨3

¨4

¨5

¨9

¨1

¨2

¨3

¨4

¨5

¨9

¨1

¨2

¨3

¨4

¨5

¨9

care..........................................................................................

4.

This unit regularly reviews work processes to determine if

them ........................................................................................

7.

When an event is reported in this unit, it feels like the

working in this unit .................................................................

10.

When staff make errors, this unit focuses on learning rather
than blaming individuals ........................................................

11.

The work pace in this unit is so rushed that it negatively
affects patient safety ...............................................................

12.

In this unit, changes to improve patient safety are evaluated
to see how well they worked ..................................................

13.

In this unit, there is a lack of support for staff involved in
patient safety errors ...............................................................

14.

This unit lets the same patient safety problems keep
happening ...............................................................................
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SECTION B: Your Supervisor, Manager, or Clinical Leader
How much do you agree or disagree with the following statements about your immediate supervisor, manager, or clinical leader?

Strongly
Disagree


Disagree


Neither
Agree nor
Disagree


Agree


Strongly
Agree


Does
Not
Apply
Or
Don’t
Know


1.

My supervisor, manager, or clinical leader seriously
considers staff suggestions for improving patient safety .......

¨1

¨2

¨3

¨4

¨5

¨9

2.

My supervisor, manager, or clinical leader wants us to work
faster during busy times, even if it means taking shortcuts ...

¨1

¨2

¨3

¨4

¨5

¨9

My supervisor, manager, or clinical leader takes action to
address patient safety concerns that are brought to their
attention .................................................................................

¨1

¨2

¨3

¨4

¨5

¨9

3.

SECTION C: Communication

How often do the following things happen in your unit/work area?

Think about your unit/work area:

Does
Not
Apply
or
Don’t
Always Know



Never


Rarely


Some-times


Most of the
Time


¨1

¨2

¨3

¨4

¨5

¨9

1.

We are informed about errors that happen in this unit ..........

2.

When errors happen in this unit, we discuss ways to prevent
them from happening again ...................................................

¨1

¨2

¨3

¨4

¨5

¨9

In this unit, we are informed about changes that are made
based on event reports ..........................................................

¨1

¨2

¨3

¨4

¨5

¨9

In this unit, staff speak up if they see something that may
negatively affect patient care ................................................

¨1

¨2

¨3

¨4

¨5

¨9

When staff in this unit see someone with more authority
doing something unsafe for patients, they speak up .............

¨1

¨2

¨3

¨4

¨5

¨9

When staff in this unit speak up, those with more authority
are open to their patient safety concerns .............................

¨1

¨2

¨3

¨4

¨5

¨9

In this unit, staff are afraid to ask questions when something
does not seem right ................................................................

¨1

¨2

¨3

¨4

¨5

¨9

In this unit, staff are effective and comfortable in the area of
therapeutic communication with patients ..............................

¨

¨

¨

¨

¨

¨

3.
4.
5.
6.
7.
8.
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SECTION D: Reporting Patient Safety Events

Think about your unit/work area:
1.

2.

When a mistake is caught and corrected before reaching the
patient, how often is this reported? ................................................

Does
Not
Apply
or
Most of the
Don’t
Time
Always Know



Never


Rarely


Some-times


¨1

¨2

¨3

¨4

¨5

¨9

¨1

¨2

¨3

¨4

¨5

¨9

When a mistake reaches the patient based on communication and
could have harmed the patient, but did not, how often is this
reported?

3.

In the past 12 months, how many patient safety events based on therapeutic communication have you reported?
¨a.

None

¨b.

1 to 2

¨c.

3 to 5

¨d.

6 to 10

¨e.

11 or more

SECTION E: Patient Safety Rating

1.

How would you rate your unit/work area on patient safety in the area of therapeutic communication?
Poor
▼

Fair
▼

Good
▼

Very Good
▼

Excellent
▼

¨1

¨2

¨3

¨4

¨5

SECTION F: Your Hospital

How much do you agree or disagree with the following statements about your hospital?

Think about your hospital:

Strongly
Disagree


Disagree


Neither
Agree nor
Disagree


Agree


Strongly
Agree


Does
Not
Apply
or
Don’t
Know


1.

The actions of hospital management show that patient safety
in the arear of communication is a top priority .....................

¨1

¨2

¨3

¨4

¨5

¨9

2.

Hospital management provides adequate resources for
communication to improve patient safety .............................

¨1

¨2

¨3

¨4

¨5

¨9

3.

Hospital management seems interested in patient safety and
communication only after an adverse event happens .............

¨1

¨2

¨3

¨4

¨5

¨9
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4.
5.
6.
7.

When transferring patients from one unit to another,
important information is often left out ...................................

¨1

¨2

¨3

¨4

¨5

¨9

During shift changes, important patient care information is
often left out ...........................................................................

¨1

¨2

¨3

¨4

¨5

¨9

During shift changes, there is adequate time to exchange all
key patient care information ..................................................

¨1

¨2

¨3

¨4

¨5

¨9

During shift or observation there is adequate patient
communication to educate and promote safety .....................

¨

¨

¨

¨

¨

¨

SECTION G: Background Questions

1.

2.

3.

4.

How long have you worked in this hospital or how long have you been a student in the nursing program?
¨a.

Less than 1 year

¨b.

1 to 5 years

¨c.

6 to 10 years

¨d.

11 or more years

In this hospital, how long have you worked in your current unit/work area?
¨a.

Less than 1 year

¨b.

1 to 5 years

¨c.

6 to 10 years

¨d.

11 or more years

Typically, how many hours per week do you work in this hospital?
¨a.

Less than 30 hours per week

¨b.

30 to 40 hours per week

¨c.

More than 40 hours per week

In your staff or student position, do you typically have direct interaction or contact with patients?
¨a.

YES, I typically have direct interaction or contact with patients

¨b.

NO, I typically do NOT have direct interaction or contact with patients

SECTION H: Your Comments
Please feel free to provide any comments about how things are done or could be done in your hospital that might affect patient safety.
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Thank you for completing this survey.
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Appendix 2
TeamSTEPPS® Teamwork Perceptions Questionnaire (T-TPQ)
Teamwork Perceptions Questionnaire (T-TPQ)
Instructions: Please respond to the questions below by placing a check mark (√) in the box that
corresponds to your level of agreement from Strongly Agree to Strongly Disagree. Please select
only one response for each question.

Team Function

Strongly
Agree

Agree

1. The skills of staff overlap
sufficiently so that work can
be shared when necessary.
2. Staff are held accountable
for their actions.
3. Staff within my unit share
information that enables
timely decision making by
the direct patient care team.
4. My unit makes efficient
use of resources (e.g., staff
supplies, equipment,
information).
5. Staff understand their
roles and responsibilities.
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Neutral

Disagree

Strongly
Disagree

6. My unit has clearly
articulated goals on how to
communicate with patients.
7. My unit operates at a high
level of efficiency.
Leadership

Strongly
Agree

Agree

8. My supervisor/manager
considers staff input when
making decisions about
patient care and
communicates this.
9. My supervisor/manager
provides opportunities to
discuss the unit’s
performance after an event,
such as non-therapeutic
communication with a
patient causing an adverse
event.
10. My supervisor/manager
takes time to meet with staff
to develop a plan for patient
care.
11. My supervisor/manager
ensures that adequate
resources, educational
learning modules (for
example therapeutic
communication (e.g., staff,
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Neutral

Disagree

Strongly
Disagree

supplies, equipment,
information) are available.
12. My supervisor/manager
resolves conflicts
successfully.
13. My supervisor/manager
models appropriate team
behavior and
communication.
14. My supervisor/manager
ensures that staff are aware
of any situations or changes
that may affect patient care
and communication.
Situation Monitoring

Strongly
Agree

Agree

15. Staff effectively
anticipate each other’s
needs.
16. Staff monitor each
other’s performance such as
with peer reviews, annual
evaluations and patient
feedback and surveys based
on communication.
17. Staff exchange relevant
information as it becomes
available.
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Neutral

Disagree

Strongly
Disagree

18. Staff continuously scan
the environment for
important information.
19. Staff share information
regarding potential
complications (e.g., patient
changes and outcomes, bed
availability, patient
communication deficiencies
causing sentinel events or
near misses ).
20. Staff meets to reevaluate
patient care goals when
aspects of the situation have
changed.
21. Staff correct each other’s
mistakes to ensure that
procedures are followed
properly.
Mutual Support

Strongly
Agree

Agree

22. Staff assist fellow staff
during high workload.
23. Staff request assistance
from fellow staff when they
feel overwhelmed.
24. Staff caution each other
about potentially dangerous
situations, poor
communication outcomes,
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Neutral

Disagree

Strongly
Disagree

and patient de-escalation
requirements or crisis
prevention necessities for
safe environment.
25. Feedback between staff is
delivered in a way that
promotes positive
interactions and future
change. (for example:
effective or ineffective
patient communication)
26. Staff advocate for
patients even when their
opinion conflicts with that of
a senior member of the unit.
27. When staff have a
concern about patient safety,
they challenge others until
they are sure the concern has
been heard.
28. Staff resolve their
conflicts, even when the
conflicts have become
personal.
Communication

Strongly
Agree

Agree

29. Information regarding
patient care is explained to
patients and their families in
lay terms.
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Neutral

Disagree

Strongly
Disagree

30. Staff relay relevant
information in a timely
manner.
31. When communicating
with patients, staff allow
enough time for questions.
32. Staff use common
terminology when
communicating with each
other.
33. Staff verbally verify
information that they receive
from one another.
34. Staff follow a
standardized method of
sharing information when
handing off patients.
35. Staff seek information
from all available sources and
are provided educational
modules and in-services for
therapeutic communication.
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Appendix 3
TeamSTEPPS® Learning Benchmarks (Pre and Post)
TeamSTEPPS Learning Benchmarks
Instructions: These questions focus on medical teamwork and communication and their effect
on quality and safety in patient care. For each of the following questions, please circle the letter
next to the one best answer.
1. A psychiatric nurse is called to the phone to receive a telephone order from the doctor
about a patient she is taking care of today. After clearly establishing the patient and
physician identities, the best procedure for the nurse would be:
a. Listening to the order, calling the pharmacist, writing the details on the order
sheet, and bringing the drug to the bedside.
b. Refusing to take this telephone order and indicating that she can't be sure of the
physician's thought process.
c. Listening to the order, repeating back what the doctor said, and then writing it
down in the patient's medical record.
d. Listening to the order, asking the charge nurse how to spell the drug's name,
asking the family member if that was in the plan for today and carrying out the
order.
e. Listening to the order, writing it on the order page, reading the order back to the
physician and seeking his verification of the order's accuracy.
2. A psychiatric nurse is very concerned about her patient she/he is taking care of and feels
it would be best to have the attending psychiatrist come to the bedside immediately to
evaluate. Checking around the unit, he locates the psychiatrist, but she is busy dictating a
consultation. The nurse's best action is to:
a. Wait quietly, but tap his foot rhythmically to indicate urgency.
b. Quickly explain the infant's worrisome appearance and state, "I need you right
now!"
c. Walk away, planning to check back in a few minutes.
d. Interrupt, shake her shoulder and pull her quickly toward the crib.
e. Leave his pager number with the clerk with instructions to have her call.
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3. A surgeon, anesthesiologist, nurse and technologist are in the OR for a complicated case,
which will start shortly. The surgeon, as team leader, should:
a. Go scrub and tell the circulating nurse to "get the ball rolling."
b. Reassure the new team that she had plenty of experience with tough cases like this
one and not to worry, and say, "I'll tell you what you need to know."
c. Introduce herself, briefly describe the situation, plan, and potential pitfalls and ask
for input from the team members.
d. Explain the need for extra speed during this complicated case and set expectations
for rapid turnover between cases.
e. Pull out the x-rays and textbook and explain the details of the surgery to the rest
of the crew, emphasizing the strict need for following protocols.
Questions 4, 5, 6, and 7 are linked:
4. The psychiatric team is making great progress with the patient during the
interdisciplinary team meeting until the psychiatric nurse recognizes that the psychiatrist
is clearly making a dangerous mistake in asking for a dose that is ten times the usual
dose! Very concerned, she asks the psychiatrist if he's sure that is what's wanted. Giving
her a nasty look, he growls, "Well, that's what I asked for, isn't it?." Confident that the
dose is way off base, her next action should be to:
a. Walk away and indicate discouragement at being treated so rudely.
b. Say loudly, "That's a huge mistake, doctor; nobody uses a dose like that!"
c. Not say anything for fear of making the doctor even more angry.
d. Ask the secretary to put in a stat page to the nursing supervisor.
e. Say, "I'm very concerned about the safety of that dose, Doctor; it's much higher
than I've ever seen given."
5. For the real-life situation in question 4 above, a nurse in the same circumstances, but
NOT confident and NOT positive that the dose is too high, but still very
concerned about the patient's safety, should take the following course of action:
a. Walk away and indicate discouragement at being treated so rudely.
b. Say loudly, "That's a huge mistake, doctor; nobody uses a dose like that!"
c. Not say anything for fear of making the doctor even more angry.
d. Ask the secretary to put in a stat page to the nursing supervisor.
e. Say, "I'm very concerned about the safety of that dose, Doctor; it's much higher
than I've ever seen given."
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6. The doctor on this procedure team (questions 4 and 5), upon being challenged by the
nurse about the potentially dangerous medication dose, and realizing she is right, should
respond by:
a. Demanding that this nurse be replaced immediately.
b. Saying," You're right. Thanks for watching my back; it's been a bad day."
c. Saying, "I'm the doctor, do what I say."
d. Calling his partner on his cell phone to discuss the case.
e. Telling the worried patient, "Sometimes these dosages are confusing."
7. If the doctor, in fact, is correct in his dosage (question 4) and the nurse was incorrect in
her memory of the proper medication dosage, when this is suspected, the
doctor's best action would be to:
a. Call the pharmacist and ask her to send a package insert to review.
b. Let the nurse know, in no uncertain terms, how it is inappropriate to challenge a
senior physician.
c. Request that the nurse be sent for retraining and put a notation in her file.
d. Stop action, verify the correct dose and thank the nurse for her concern regarding
patient safety.
e. Call the team together afterwards and have the nurse explain her mistake.
8. A night nurse is concerned about the changing circumstances for an inpatient and knows
it will be necessary to call and awaken the covering physician. Getting his thoughts and
information together, he plans to structure the phone call using a proven structured
communication technique, SBAR. He plans to introduce himself, identify the patient and
describe:
a. Situation, Background, Assessment, Recommendations.
b. Sleep, Bathroom Activities, Results.
c. Systems, Background, Alimentary, Respiratory.
d. His pleasant memories of summer vacation at the S-BAR Ranch.
e. Social Background, Assurance, Reassurance.
9. In the ambulatory clinic, the primary care team is evaluating a patient who likely will
need an urgent referral to a specialist. Continuity of care and patient safety are usually
enhanced by all of the following except:
a. Considering the specialist to be part of the treatment team and sharing
information.
b. Withholding the reason for referral from the patient to decrease fear.
c. Using a structured and detailed handoff document.
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d. Creating a reminder for seeking the lab and consultation results.
e. Instructing the patient to call if he hasn't yet been seen in a certain timeframe.
10. After an unsuccessful effort by the code team, the most helpful pathway toward team
performance improvement involves:
a. The leader telling everyone what they did wrong.
b. Meeting as a team to debrief the events.
c. Explaining the protocol deviations.
d. Blaming the people who made mistakes.
e. Attending the autopsy.
11. During closure of a complex surgical case, the sponge count comes up one short after two
careful counts. The surgeon ignores the request by the circulating nurse to help find a
solution and continues the closure. The best action for the concerned circulating nurse
would be to:
a. Explain the current hospital policy and required actions.
b. Page the medical director.
c. Call the operating room supervisor.
d. Scream at the doctor to stop the closure.
e. Convince the anesthesiologist to make the surgeon respond.
12. The new resident working in the clinic is having real difficulties interacting with the
nurse (who has been working there for a decade). The nurse continually is telling her
what to do, but in front of the patients. The best course of action for the resident is to:
a. Tell the nurse to stop undercutting her.
b. Ask the nurse for a quick meeting to discuss criticisms in front of patients.
c. Tell the clinic manager to have a talk with the nurse.
d. Complain to the attending that the nurse is hypercritical and ineffective.
e. Just let the patients know that the nurse is having a bad day.
13. The technologist is setting up for a procedure and notices that the doctor seems to be on
the wrong side of the patient and may be making a mistake. The doctor has often been
short tempered around the nurses and techs and doesn't take suggestions very well.
The best action for the technologist is to:
a. Call for a supervisor to come into the room.
b. Quietly observe and hope that the doctor notices.
c. Let the patient and doctor figure it out.
d. Ask the doctor if he knows what he is doing.
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e. Call for a "time-out" to verify the procedure.
14. A nurse working in the Emergency Department overhears the doctor on the team make a
misstatement about a sick patient, a comment that could result in a medical error and poor
outcome. The nurse's correction of the misstatement is best interpreted as:
a. A breach of etiquette in the Emergency Department.
b. An interference in the doctor's business.
c. An action of cross monitoring that makes teamwork safer.
d. An action the doctor will likely get defensive about.
e. A wrong-headed approach to teamwork.
15. In the interest of patient care quality and safety, it is expected and mandatory that:
a. Conflict is avoided at all cost.
b. People always do the right thing.
c. Members speak up if they are concerned.
d. Leaders not make mistakes.
e. Everyone will agree with the plan.
Instructions:: For each of this series of questions, based on your knowledge of medical
communication, teamwork, and patient care quality and safety, select the one best answer.
B-1. The attribute least likely to be found in a medical team that is functioning in a highly
effective manner is:
a.
b.
c.
d.

Adaptability.
Complacency.
Trust.
Respect.

e. Information sharing.
B-2. Recent research about the causes of errors in healthcare delivery frequently focuses on:
a.
b.
c.
d.

Outdated equipment.
Incompetent providers.
System problems.
Lack of caring.

e. Stupidity.
B-3. Who is the leader in medical teams?
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a. Doctor.
b. Nurse.
c. Supervisor.
d. It depends on circumstances.
e. Patient.
B-4. The best communication tool or method to get critical information to the whole team
during an emergency or complex procedure is:
a.
b.
c.
d.

Call-out.
Check-back.
Write it on the white board.
Write it in the orders.

e. Time-out.
B-5. The main reason hierarchy can be a problem in a medical team setting is that:
a. The team leader may be obnoxious.
b. Members having important information may not speak up or be heard.
c. The nurse and doctor may disagree.
d. Patients may be upset at the team being bossed around.
e. It results in significant pay inequity.
B-6. A shared mental model is key for medical team members primarily because:
a.
b.
c.
d.

They need to have vision.
They all need to have the same understanding of the plan.
A mind is a terrible thing to waste.
Otherwise, leaders may go adrift.

e. Otherwise, patients will be confused.
B-7. The following are human factor problems that research has identified as contributing to
medical error except:
a. High workload.
b. Fatigue.
c. Distractions.
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d. Friendship in the workplace.
e. Conflict and anger.
B-8. The BEST method of conflict resolution for medical teams in the workplace is:
a. Compromise.
b. Accommodation.
c. Avoidance.
d. Collaboration using the DESC script.
e. Dominance.
TeamSTEPPS Learning Benchmarks—Answer Key
This matrix presents the best answer and relates the question to specific TeamSTEPPS
Curriculum, including tools and strategies.
Q

A

1

E

2

Tools, Strategies or Concepts Covered
•
•
•
•

Read-back
Communication accuracy
Correct sequence
Distinguish from check back or say back

B

•
•
•
•

Express version of SBAR
Explicit communication
Action oriented
Team priorities

3

C

•
•
•
•

Team brief
Create a shared mental model
Respect for the input from all
Sharing the right information

4

E

•
•
•
•

Two-Challenge rule
CUS (Concerned-Patient Safety)
Error reduction strategy
Maybe cross-monitoring

5

E

•

Ditto above
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•

Tries to emphasize that the nurse didn't have to
know for sure that it was wrong..needs to speak up
anyway if concerned
Team dynamics

•

6

B

•
•
•
•
•

Response to two challenges by the nurse
Team dynamics
Acknowledgement
Respect for team input
Focus on the patient and safety

7

D

•

Proper response to the question and concern for
patient safety
Stop the line; resolve the confusion
Respect the input
Team dynamic
Focus on the safety, not the error
A debrief would be good, but not to have the nurse
"explain her mistakes"

•
•
•
•
•

8

A

•

SBAR

9

B

•
•
•
•
•

Ambulatory setting
Primary-Specialist referral
Handoff
Considering strategies to avoid likely errors in
primary care, such as followup
Patient as part of the team

10

B

•
•

Debrief-the word more than the concept
Deals with issues of blame and error

11

A

•
•
•
•
•

Conflict
Unreasonable behavior
Solve it within the team if possible
Could DESC-IT, but probably not necessary
Referring to the policy and required actions should
bring about the agreement to get an x-ray (as is
required)

12

B

•
•

Conflict resolution
Solve it at the team level
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13

E

•
•
•
•

Power differential
Knowledge differential
Criticism undermining patient relationship
Action: meet to discuss (in private)

•
•

•

Team dynamics
Speaking up despite the hierarchy and difficult
doctor
Use the "time-out" policy on behalf of patient
safety
Anyone can call for clarification

•

14

C

•
•

Cross-monitoring
Protecting the patient

15

C

•
•

Speak up about any patient concerns (mandatory)
The other choices speak to reality issues for teams,
differences from the ideal

B-1

B

•

Complacency is not an attribute for highly effective
teams; the others generally are seen in highperforming teams

B-2

C

•

Communication accuracy

B-3

D

•

It depends: the nurse may be the team leader in
many venues: ED, L&D, med-surg units, etc. The
physician/surgeon may be the team leader in the
OR, Clinic, etc. The patient could be the team
leader in the home or rehab setting

B-4

A

•

Call-out

B-5

B

•
•
•
•

Hierarchy
Speak up
Be heard
Leadership, decision making needs input from the
whole team

B-6

B

•

Need to have the same understanding of the plan
and situation
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•

Shared mental model

B-7

D

•
•
•
•
•

Human factors
High workload
Distractions
Conflict
Anger

B-8

D

•
•
•

Conflict resolution
DESC script
Collaboration
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Appendix 4
Kirkpatrick Model (Final Post Evaluation)
The objectives of this educational activity were for the participant to:
1. Increase knowledge of therapeutic communication with mental health patients.
2. Increase knowledge related to therapeutic techniques that can be used with all mental
health patients and patients under nursing care.
3. Increase knowledge related to safety and priority options to provide safe optimal care for
patients suffering from mental illness.
Participant Directions:
Participants completed the educational online module for therapeutic communication in mental
health nursing and this post evaluation will provide how effective the training was and how
learning can transition into practice. In addition to evaluating how positively impacting this
nursing role is that incorporates therapeutic communication to objectively analyze the impact of
this training module to improve learning in the future. It also enables the investigator to make
improvements to future educational modules, by identifying important topics that might have
been missing.
Level 1: Reaction
The degree to which participants find the training favorable, engaging and relevant to their jobs
Questions to identify reactions to educational module:
Satisfaction Survey:
1. Did you feel that the training was worth your time?
2, Did you think that it was successful?
3. What were the biggest strengths and weaknesses of the training?
4. Did you like the venue and presentation style?
5. Did the training session accommodate your personal learning styles?
6. Were the training activities engaging?
7. What are the three most important things that you learned from this training?
8. From what you learned, what do you plan to apply in your job?
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9. What support might you need to apply what you learned?

Level 2: Learning
The degree to which participants acquire the intended knowledge, skills, attitude, confidence
and commitment based on their participation in the training
Level 2 focuses on measuring what your trainees have and haven't learned. With focus on also
measuring what they think they'll be able to do differently as a result, how confident they are that
they can do it, and how motivated they are to make changes.
Level 2 is completed by participants taking the LBT pre and post educational module.
Level 3: Behavior
The degree to which participants apply what they learned during training when they are back on
the job
Effectively measuring behavior is a longer-term process that should take place over weeks or
months following the initial training. Questions to ask include:
1. Did the participants put any of their learning to use?
2. Are participants able to teach their new knowledge, skills or attitudes to other people?
3. Are participants aware that they've changed their behavior?

Level 4: Results
The degree to which targeted outcomes occur as a result of the training and the support and
accountability package. This results area will measure and analyze the impact of educational
module and tie it to nursing care with all patients at all levels of care. Questions to ask include:
1. Did this changed behavior of learning this module result in improvement and effectiveness in
psychiatric nursing care and communication with patients; therefore, reducing retention?
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Appendix 5
Demographic Information
Please complete the following demographic data about yourself

1. To what gender identity do you most identify?
o Female
o Male
o Transgender-female
o Transgender-male
o Gender variant / non-conforming
o Not listed
o Prefer not to answer
2. What is your age (please provide a whole number only e.g., 35)

3. How many years have you been a nurse (please provide a number of years and/or months if
applicable - If you are newly graduated or senior student nurse, please put 0 for years and 0 for
months.)
If you are not a nurse, please mark NA
Years
Months
NA
4. Primary workplace
In-patient (Hospital or Nursing facility)
Out-patient Clinic or Partialization Unit
Academia
Other (please specify)
5. Do you work on a floor where Psychiatric patients are cared for?
Yes
No
Sometimes
I am a new grad or senior nursing student and have not start working anywhere yet

72

Other (please specify) ____________
6. Psychiatric Experience: If you work on a unit that generally cares for patients with mental
illness, how many years of experience do you have on that unit? Mark NA if not applicable to
you.
Number of years on psychiatric unit:______________
7. Do you work full-time, part-time, per diem, or other?
Full-time
Part-time
Per-Diem
Other (please specify)_____________
8. Was your original nursing program in the United States or from elsewhere in the world?
Yes, my original nursing program was in the United States
Other (please specify)_____________
9. If you work for a psychiatric hospital system, please indicate which. Select NA if you do not
work for a hospital system.
Hospital in Las Vegas that has a psychiatric inpatient unit such as Sunrise, Valley, Spring
Valley or UMC and any outpatient facilities
Rawson Neal
Desert Parkway Behavioral Health
Montevista
Seven Hills Hospital
Veterans Administration
Mojave or Boulder Outpatient
East or West Medication Clinics
Other (please specify)_____________
10. What is your highest level of education in nursing?
LPN
Associate Degree
BSN
MSN
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DNP
PhD in nursing
Senior Nursing Student
Other (please specify) _____________
11. What is your highest level of education not in nursing (put NA if not applicable).
____________________
12. If you are not currently working in the area of mental health nursing, what do you consider
your specialty in nursing (A generalist is a specialty
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Appendix 6
Presentation Evaluation
The objectives of this educational activity were for the participant to:
1. Increase knowledge of therapeutic communication with mental health patients.
2. Increase knowledge related to therapeutic techniques that can be used with all mental health
patients and patients under nursing care.
3. Increase knowledge related to safety and priority options to provide safe optimal care for
patients suffering from mental illness.
Your feedback is appreciate to the following evaluation questions Two (2) continuing nursing
education contact hours is awarded for your participation in this educational activity. You will
be able to download your continuing education (CE) certificate after completing this brief
evaluation.

Please rate the following items as either strongly agree, agree, somewhat agree, disagree, strongly
disagree

•

Were the presentation objectives clear

•

My personal learning objectives were met

•

The content was appropriate for the intended audience

•

The visual aids, handouts, and oral presentations clarified the content

•

Teaching methods were appropriate for the subject matter

•

The speaker, Patricia Nill, was knowledgeable in the content area
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Appendix 7
Institutional Review Board (IRB)
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Appendix 8
Content of Educational Module Part 1

Improving Therapeutic Communication in Mental Health
Nursing: A Quality Improvement Project
Part I:
Patricia. Nill, MSN/Ed., RN (DNP Candidate)
University of Nevada, Las Vegas

Objectives:
´ By the end of this educational module the participants will:
´ Increase knowledge of therapeutic communication with mental health patients and team.(LO 1)
´ Increase knowledge related to therapeutic techniques that can be used with all mental health patients and
patients under nursing care. (LO 2)
´ Increase knowledge related to safety and priority options to provide safe optimal care for patients suffering
from mental illness. (LO 3)
´ Demonstrate therapeutic use of self with patient team, families and groups. (LO 4)
´ Apply therapeutic communication techniques in care practices with patients experiencing common psychiatric
symptoms including example for diagnosis of schizophrenia. (LO 5)
´ Demonstrate group participation/leadership skills. (LO 6)
´ Describe how communication affects team processes and outcomes. (LO 7)
´ Define effective communication. (LO 8)
´ Identify communication challenges. (LO 9)
´ Identify TeamSTEPPS tools and strategies that can improve a team's communication. (LO 10)
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Purpose:
´ The purpose of this educational module is:
´for mental health nurses and staff to improve competency in
therapeutic client-patient communications.
´for mental health nurses and staff to identify the role of all team
members with the inclusion that the patient is part of the team.
´Covid changed presentation from in person to online plans but
focus remained
´Teamstepps is approach to teaching and learning (AHRQ, 2019,
DoD, 2007)

Who am I and why am I here:
Why am I here?

Who am I?
´ RN working toward my DNP at
UNLV
´ RN since 2003 with backgrounds in
Mental Health Nursing,
Correctional Nursing, Oncology,
Medical Surgical and Telemetry
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´ Discuss strategies for safe
management of crisis situations
that occur in various treatment
settings incorporating principles of
therapeutic communication and
patient psychopathology.
´ Incorporate Patient-centered
care approaches to therapeutic
communication and team
relationship building.

Therapeutic Relationship & Therapeutic
Communication:
Therapeutic Relationship
´ Patient’s treatment team
´ Relationship two way connect
´ Patient develops trust
´ Setting and maintaining
relationship boundaries (Halter,
2018).

Therapeutic
Communication

´ Communication defined:
"Therapeutic communication is
essential to the use of the self as an
instrument of healing. It is the use of
verbal and non-verbal messages to
establish a professional therapeutic
nurse-client relationship that will be
the context for meeting the client’s
physical and psychological needs.”
Williams, C. (2004). Therapeutic
Interaction in Nursing. New
Jersey: Slack, Inc. (Halter, 2018;
TeamSTEPPS, 2019).

Let’s talk about the MH patient
population and importance:
´ According to Patient and Safety America (2013), 44,000 people die each
year based on preventable medical errors, which includes poor
communication techniques.
´ The Joint Commission (2012) discusses miscommunication techniques, and
impaired communication is involved in 80% of reported deaths because
effective communication is not taking place with the patient, which
transfers to the insufficient change of shift reports and assessment.
´ McKnight (2013) discusses the learning needs assessment and identifies the
importance of the mental health nursing role to develop competency in
this specialty in the area of therapeutic communication for professional
learning needs
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Why is this important continued:
´ Approximately 46.6 million adults in the U.S. live with a mental illness (NIMH,
2019).
´ 5.5 million adults in u.s. visited the emergency room.
´ Er’s protocols stabilize patients (Gandreth, Bradenburg, Gottschalk, CDC,
NDMH, & UNLV, 2006).
´ Locally in Nevada psychiatrists ratio is 700:1 (Crowe, 2006).
´ Clinical assessments include effective therapeutic interpersonal
communication techniques
´ Listening is first step
´ IOM (2011) discusses the need for change

MH patient population and importance:
Literature Support Continued:
´ Communication is an interactive process between the nurse and the patient or sometimes
more depending on situations, but is essential for nurses and leadership to follow evidencebased practice guidelines outlining the knowledge, skills, and attitudes, safety and quality
care, competency-based curriculum to achieve within the mental health continuum of
care (Mohtsahami et al. 2013; York et al. 2016).
´ TeamSTEPPS® will be the approach for teaching and learning strategies in this mental
health learning module that will assist with facilitative teaching and learning.
´ This approach will provide cost-effectiveness, knowledge, and skills team member
improvement, burnout reduction, and improved efficiency with clinical care with effective
therapeutic communication to all key stakeholders (Wolk et al. 2019).
´ Mental health nurses must build competency in the areas of therapeutic communications
and relationships during the assessment and clinical practice to formulate the therapeutic
approach in the areas of service user perception that provides a strong correlation
between therapeutic relationship, communication, and its effectiveness (Coyle & Doherty,
2013; Speers, 2008).
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https://www.jointcommission.org/resources/patientsafety-topics/sentinel-event/

Methods of Communication:
´ Information is communicated
´ Receiver observes
´ Nonverbal communication and body language (two way messages)
´ Review non-verbal behaviors designed to facilitate active listening:
´ S – Sit squarely facing the client (unless ethnic/cultural background of client discourages
direct eye contact).
´ O – Observe an open posture.
´ L – Lean forward toward the client.
´ E – Establish eye contact (unless ethnic/cultural background of client discourages direct eye
contact).
´ R – Relax

´ Techniques to ensure body language conveys proper message (Eckroth-Butcher, 2010;
Halter, 2018; TeamSTEPPS, 2019).
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Written Communication:
´ Transmitting information to patient and team
´ Eliminates body language interfering with messages
´ Introduces new challenges
´ Eye sight
´ Reading
´ Language skills (Halter, 2018; TeamSTEPPS, 2019).

Barriers to Effective Communication:
Challenges
´ Goal of therapeutic communication: Remove all communication barriers
´ Common barriers to avoid
´ Shared symbols
´ Personalities
´ Defensive position
´ Timing
´ Skills
´ Distribution (Halter, 2018; TeamSTEPPS, 2019).
´ https://www.jointcommission.org/resources/patient-safety-topics/sentinel-event/
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Communicate Effectively:
Careful considerations:
´ State main point
´ Pause and give patient time
´ Politely ask questions
´ Listen and understand
´ Keep the discussion on the message you are sending
´ Summarize the conversation
´ Define the next step
´ Nursing alert: psychiatric patients may have difficulty communicating their
thoughts (stages of adoption, Bad News Bear, & Command Presence)
(Halter, 2018; TeamSTEPPS, 2019).

Communication is??
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Effective Communication Continued:
TEAMSTEPPS foundation

Brief, Clear, & Timely:
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Importance of Communication:

For critique helpful and unhelpful
communication techniques
´ 9 min video demonstration of non-therapeutic and therapeutic
communication between nurse and hospitalized patient.
https://www.youtube.com/watch?v=W54yhhZ9DOQ
´ 4min video demonstration of therapeutic communication between nurse
and angry patient
https://www.youtube.com/watch?v=tyUl3kqmeLo
´ 4 min video demonstration of therapeutic communication between nurse
and patient with schizophrenia
https://www.youtube.com/watch?v=HBAeWH_WHR0
´ 9 min video: good example of communication using motivational
interviewing techniques
https://www.youtube.com/watch?v=67I6g1I7Zao
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Part I: Conclusion
´Read the posted Article
´Watch the videos
´Then proceed to Part II for
Application
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Appendix 9
Content of Educational Module Part 2

Improving Therapeutic Communication in Mental Health
Nursing: A Quality Improvement Project
Part II:
Patricia. Nill, MSN/Ed., RN (DNP Candidate)
University of Nevada, Las Vegas

Effective Listening:
´ Nurse needs information to properly assess the patient
´ Here are good practices to become a good listener:
´ Focus on the patient (Respect, Empathy, Build Trust)
´ Maintain eye contact
´ Use positive body language (Be present)
´ Listen to the message (Actively)
´ Evaluate the message
´ Ask probing questions
´ Provide constructive feedback
(Halter, 2018; TeamSTEPPS, 2019).
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Distorted Communication:
´ Avoid losing your message through distorted communication
´ Many patient distractions
´ Message is sent to quickly
´ Patient does not have time to digest information
´ Message may be difficult to comprehend
´ Cultural differences
´ Patient lack of understanding
(Halter, 2018; TeamSTEPPS, 2019).

TEAMSTEPPS:
´ Framework: serves as the basis for the leading teams, situation monitoring,
and mutual support.
´ Standards of effective communication and will present information
exchange strategies and specific tools to enhance communication among
all team members.
´ Patient is team member and focus of module (AHRQ, 2019; TeamSTEPPS,
2019).
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Communication Challenges:

Information Exchange Strategies:
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(Identify),Situation, Background, Assessment,
Recommendation, (Readback) (I-SBAR-R)

´ https://www.youtube.com/watch?v=zDOARcgH_Ew&feature=emb_logo
´ https://www.health.mil/Military-Health-Topics/Access-Cost-Quality-andSafety/Quality-And-Safety-of-Healthcare/Patient-Safety/Patient-SafetyProducts-And-Services/TEAM-UP (patient as part of team)

Case Study: Schizophrenia (estimated
1.5 million people)
´ 43.3% of U.S. adults with Mental Illness (MI) (Nami, 2020)
Case Study: Please read the following case study and answer the following
questions:
´ The psychiatric nurse is initiating an interview with Mr. Hopeful. He is a 33year-old male patient admitted to the Behavioral Center with a diagnosis
of schizophrenia. The nurse begins the interaction by saying, “What shall we
talk about today?” (LO: 2, 3)
´ a.

Explain why this is an appropriate opening statement to initialize a clinical
interview session. (LO 4)

´ b.

Why should the nurse use simple, concrete, and direct messages with the
patient? (LO 5, 7)
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Case Study Answers:
Check your knowledge:
´ a.
The nurse’s opening remark provides the opportunity for the patient to
choose the issues that the patient wishes to discuss during this clinical
session. This remark sets the stage for the nurse to actively listen to what the
patient has to say, and provides communication techniques that foster trust
in the nurse–client relationship.
§ b.
The nurse should always use words that are as clear as possible when
speaking to the patient so that the patient can understand the message. Anxious
people lose cognitive processing skills as their level of anxiety escalates;
therefore, a person’s ability to process concepts decreases as he or she loses
self-control. Simple, concrete messages should be explicit and direct. The
speaker should use nouns instead of pronouns. A concrete question is more easily
understood and elicits more accurate information than complex questions, and
does less to interfere with the flow of interactive therapeutic communication.
(Halter, 2018; Nami, 2020; Psychcentral, 2020; & TeamSTEPPS, 2019).

SBAR: Case Study: Schizophrenia
´

Recognize communication patterns and use therapeutic communication techniques that illustrate caring for the
patient’s overall well-being

´

Communicate appropriately with the therapeutic team in a timely, organized, collaborative, and patient-specific
manner

´

Use therapeutic communication techniques with a patient who is experiencing delusions and hallucinations

´

Situation:
§

´

Mr. Hopeful, 33 y.o. male admitted after he became violent with his family when asked to take his meds.
Family called the police who brought him to ER.

Background:
§

dx’d at 23, previously stable on meds, recent isolation, posting bizarre posts online, states being poisoned,
stopped meds R/T wt gain and DM, current meds Olanzapine 10 mg and Venlafaxine XR 75mg daily,
agitated , withdrawn, not answering questions appropriately due to paranoid delusions and auditory
commanding hallucinations, speech is tangential with evidence of neologisms (refers to pen as
paperskate), regressed (talks as child) and word salad (states we need a dress you can jump in lake),
difficult for nurse to hold conversation, refused to complete ADL’s, dirty appearance, disheveled.

§

(Halter, 2018; Nami, 2020; Psychcentral, 2020; & TeamSTEPPS, 2019).
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SBAR: Case Study: Schizophrenia
(Continued)
´

´

Assess:
§

Nurse completes MSE

§

Assessed delusions and hallucinations

§

Differentiated between negative and positive symptoms

§

Document vital signs

§

Behavior

Recommend:
§

Complete MSE (if not completed due to hallucinations)

§

Orient to reality

§

Offer food

§

Find ways to encourage to eat

§

Provide report to change after completed assessment

§

(Halter, 2018; Nami, 2020; Psychcentral, 2020; & TeamSTEPPS, 2019).

I PASS the BATON

http://www.ipasshandoffstudy.com/
https://www.youtube.com/watch?v=SuYbwgoJQV0
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TEAMSTEPPS Additional Strategies:
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